It is known and accepted that asthma is a very common condition, and from a stirvey of the illnesses of the adult population of England and Wales by Stocks (1949) it has been estimated that asthma occurs in one in every 110 of the adult population, or, more correctly, in 904 per 100,000 of the adult population.
The frequency of death from status asthmaticus in this common condition is, however, uncertain, and opinions differ. Witts (1936) has written: "When status asthmaticus persists for two days, the risk of sudden death should be seriously considered. Experience of a large clinic at which several hundred patients are in regular attendance suggests that one or two of these patients may be expected to die of asthma each year." Coope (1948) writes: *' The prognosis of the acute attack is usually good. It is sometimes said that no one ever dies of asthma, but this is not entirely true." Young and Beaumont (1950) (Sherman, 1952 (1950) from my clinic at Cardiff, in a follow-up of 80 patients over a period of 10 to 12 years, found that 10% had died, 5% due to asthma, in status asthmaticus. Unger (1945) , in a follow-up of 45 patients over a period of one to 13 years, found that asthma was the sole or main cause of death in just under 5%.
A study of the Registrar-General's reports for England and Wales (1950, 1951) shows that in 12 years, 1938-49, 35,173 deaths were attributed to asthma, an average of 2,931 each year. Calculations show that for these years, 1938-49, asthma accounts for 0.6% of all deaths in England and Wales.
Asthma deaths expressed as death rates per 100,000 of the living population, 1930-49, are set out in Table I , and it can be seen that the average figure is 7.07. It is of interest that these figures are considerably higher than the corresponding figures in the United States, where for both 1930-4 and 1935-9 the figures were 1.6 per 100,000, and for 1940-2 1.7 per 100,000 (Derbes and Engelhardt, 1946) . Possibly our cold, wet climate plays a part in our higher mortality rate, for the prevalence of asthma in the United States is not so dissimilar to that obtained in England and Wales (Williams, 1952) . (Mallory, 1946; Walzer and Frost, 1952) . Chafee, Ross, and Gunn, 1942; Rackemann, 1944 : Unger, 1945 Gay, 1946; Winer, Beakey, and Segal, 1950 ; McCracken, 1950 ; Walton and in four of others, 1951 ; Walzer and Frost, 1952) . Table IV in each of shows an analysis of 136 of these cases, and it is found that 82% of these deaths occurred in asthmatics over the age of 30 years. (Rackemann, 1944; Bullen, 1952; Sherman, 1952) . In these literature deaths, which may possibly be biased in favour of the short-term dramatic cases, the majority, 53%, had had their asthma for over five years, 33% over 10 years, and 18% for over 20
years.
An analysis of the 34 of my patients who died over the age of 30 years shows that 81 % had had their asthma for over five years, 66% for over 10 years, and 54% for over 20 years. The majority of these deaths, therefore, occurred in longstanding chronic asthmatics, and, I would add, chronic asthmatics who had been subject to previous attacks of severe status asthmnaticus irrespective of the age of onset.
Reading the case notes in the literature and reviewing my own cases have confirmed my clinical impression that the asthmatic especially at risk is the one who is subject to attacks of status asthmaticus, for the chances are that one day such a patient will die in an attack. Fig. 1 Review, 1948) . These figures and the graph give support to my clinical impression of the outstanding importance of "colds" precipitating deaths from status asthmaticus. Infection appears to me to play a dominant part in the aetiology of these deaths from status asthmaticus. I would support the viewpoint that infective asthma, the so-called bacterial or "intrinsic " type, is far more dangerous to life than the asthma resulting from specific sensitivity to foods or inhalants (Bullen, 1952 
